ABSTRACT A 23-year-old woman, who had suffered recurrent acute bronchitis, dyspnoea, and stridor, was found to have a tracheal stenosis and complete left main bronchus obstruction. Biopsy of the tumour showed an adenoid cystic carcinoma. After pneumonectomy the trachea was closed through tumour tissue. Two weeks later a right thoracotomy showed that a tumour had invaded the trachea from the carina up to 6 cm and the right stem bronchus for 1 cm. Under extracorporeal circulation 7-5 cm of the trachea and right bronchus were resected. A direct tracheal anastomosis was easy to perform. Spontaneous respiration with efficient coughing returned after five days. Unfortunately, one month later, high fever caused by a lung abscess developed, which provoked a massive haemoptysis with fatal outcome.
Tumours of the trachea are rare. Squamous cell carcinoma accounts for 55% and adenoid cystic carcinoma for 30% (Wilkins et al, 1963; Houston et al, 1969) . Earlier surgical treatment was difficult but from the work of Barclay et al (1957) , Mathey et al (1961) , Abbey-Smith and Karunakaran (1965) , and Grillo (1964 Grillo ( , 1965 Grillo ( , 1973 totally different attitudes developed for dealing with these tumours, discarding grafting procedures for direct anastomosis.
The case we presented was special, and to our knowledge such a case has never been treated by radical direct surgery without grafting.
Case report
The patient was a 23-year-old woman who had suffered from recurrent bronchitis, dyspnoea, and stridor for three years. On clinical examination there was a pronounced decrease in breath sounds on the left side of the chest and wheezing was heard over both lungs. Laboratory findings were negative. Chest radiographs showed deviation of the heart to the left on inspiration with a return to normal on expiration. The diagnosis of complete left bronchial obstruction was obvious. Tracheal tomography showed a mass totally compressing the left main bronchus and obstructing the inferior part of the trachea (fig 1) .
Bronchoscopy showed a submucous tumour obstructing two-thirds of the trachea 4 cm above the carina. The left main bronchus was almost completely blocked while the right was normal. No biopsy specimen was taken.
An exploratory thoracotomy showed a white, functionless left lung. The left main bronchus was replaced by a mass of tumour extending into the carina and the trachea. No tumour was found in frozen sections of lymph nodes. Left pneumonectomy was performed through tumour tissue, frozen sections of which showed adenoid cystic carcinoma. Tracheal extension of the tumour was higher than indicated by bronchoscopy (4 cm). We preferred to close the tracheal gap through tumour tissue, and to cover it with pericardium. Although Abbott et al (1955) At necropsy the lumen of the trachea was filled with blood clot. The circular suture line was intact. The lower part of the right lung had a dark red aspect. In the apex of the lower lobe there were two perforations of an abscess into the pleural cavity.
Distant metastases were not found. The major salivary glands showed no tumour.
Discussion
Previous publications have shown that long tracheal resections are possible. The studies of Grillo (1965 Grillo ( , 1973 confirm that up to 6-6 cm can be resected. This had already been shown in dogs by Ehrlich et al (Barclay et al, 1957) 
